Madam,
We often face difficulty in insertion of nasogastric tube (NGT) especially in the head and neck cancer patients due to restricted mouth opening, intraoral growth, and distorted anatomy. Its correct placement can be confirmed by auscultation, aspiration of bilious fluid, radiologically, and intraoperatively by palpating the NGT in the stomach. But still the malposition of NGT is frequently reported (2%) and may lead to hypoxia, injury, aspiration, and even mortality if not detected well in time. [1, 2] Two adult male carcinoma buccal mucosa patients with restricted mouth openings were posted for commando surgery. They were intubated nasally with awake fiberoptic intubation after airway topicalization. The correct placement of endotracheal tube (ETT) was confirmed with square wave capnography and controlled mechanical ventilation was initiated with fresh gas flows (FGFs) of 6 L/min using closed circuit. A number 12 French gauge NGT was inserted post intubation in both the cases with minimal resistance. But, auscultation of the epigastrium for air to confirm its placement was inconclusive. Direct laryngoscopy was not feasible due to restricted mouth opening and portable X-ray machine was not available on the operation theatre floor. We attached suction to the NGT but no gastric contents could be aspirated and instead to our surprise the ventilator bellows collapsed immediately. After the NGT suction was disconnected the ventilator started functioning normally. Thereafter, the open end of NGT was inserted into a water seal, showed the gas bubbles escaping cyclically with expiration.
We inserted a 4 mm fiberoptic bronchoscope (FOB) alongside the NGT and were surprised to find the NGT in the trachea. The soft NGT might have followed the curve of the 7 mm ID nasal ETT and entered the trachea. Smaller NGT (12F) and high FGFs (6 L), masked "the circuit leak" due to misplaced NGT. When the suction was applied, the leak became significant enough to cause the bellows to collapse. Air leak following NGT insertion has been previously reported, but suctioning the NGT leading to ventilator bellows collapse to rule out intratracheal malposition has not been described. [3] Insertion of NGT is a simple procedure and mostly uneventful. Complications due to misplacement of the NGT into the trachea and lungs may occur in 2% of cases. [4] An undetected misplaced NGT may lead to tracheobronchial injury, pleural effusion, and pneumonitis.
[5] The National Patient Safety
Agency has a record of 41 Never Events (reported between 2009 and 2010) of undetected misplaced NGT prior to use leading to harm or mortality.
[5]
In our case, the use of a smaller bore NGT (for better postoperative tolerance), a smaller lumen ETT (size 7 mm ID) for nasotracheal intubation and possibly inadequately inflated ETT cuff, facilitated the tracheal passage of the NGT.
Routine confirmation by auscultation may be inaccurate in upto 20% of cases. [6] Other confirmatory tests like auscultation, dyspnea, altered speech, cough, air bubbles on exhalation, NGT aspirate pH, capnography, and ultrasonography have been described, but are not fool proof and have their limitations. [7] Laryngoscopy is a feasible option for anesthetists but it was not possible in our patients due to the restricted mouth opening. X-ray is considered confirmatory but may not be readily available at all the locations.
We have tried this simple test of confirming malposition by applying suction to the open end of the NGT on many occasions later and found it to be useful consistently. Notably, the test may turn out to be false negative if the patient is being ventilated with very high gas flows which may preclude the collapse of bellows even after application of suction. It is a simple and quick test that can be utilized to confirm tracheal malposition of NGT in intubated patients. However, further studies are required to validate its routine clinical application.
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Kirschner wire in acromoclavicular joint -Should chest X-ray be recommended in preoperative evaluation of the patient?
We report a case of a 38-year-old patient posted for surgery of fistula-in-ano. His history was insignificant regarding cardiorespiratory disorders. There was no history of any chronic medical disorder. He was operated for left acromoclavicular joint (AC joint) fracture dislocation 5 years back. His postoperative period was uneventful. Patient being a migrant labourer could not be followed by the operating team. In his preoperative evaluation, his chest X-ray which was incidentally done by the operative team prior to pre-anesthetic checkup, showed a foreign body lying in the right side near second thoracic (D 2 ) vertebral body [ Figure 1 ]. On further evaluation computed tomography (CT) scan showed a metallic needle (28 × 10 mm) in the right trapezius muscle at D 2 vertebral body level with small intramuscular hematoma collection with overlying subcutaneous tissue edema. The Kirschner wire (K-wire) was removed under local anaesthesia [ Figure 2 ] and subsequently patient was operated for fistula-in-ano under spinal anesthesia.
K-wire migration can result in mortality by threatening vital organs in some cases. [1] [2] [3] There are different opinions on why wires migrate. In particular, a greater range of motion in the shoulder, negative intrathoracic pressure associated with respiration, gravitational force and muscular activities may cause migration from the upper extremity. [1, 2, 4, 5] Such materials can have a long silent period within the tissue or can cause chronic discharge, infection or chronic pain and may damage neurovascular structure. [2, 4] There are specific guidelines to be followed in such a surgery. The external tips of the K-wire should be bent to prevent migration. [2, 5] Surgical site should be monitored by radiograph at 4 weeks interval and K-wire should be removed immediately if any signs of loosening present. [1, 5] There are case reports in which patient was symptom free but chest X-rays and CT scan indicated that one of the K-wire had migrated to the mediastinum which was removed by median sternotomy. [2] Another case report showed K-wire migrating to the heart and mimicking acute coronary syndrome. [6] There is no high quality evidence on the effectiveness of routine preoperative chest radiography. Five clinical guidelines make recommendations on the basis of low level evidence and expert opinion. The guidelines concur that routine preoperative chest X-ray in asymptomatic otherwise healthy patient is not indicated. The American College of Physician states that chest X-ray should not be used routinely for predicting risk of postoperative complications. The ASA Task Force did not
